Fungal urinary tract infection represents a high-risk event in severely ill patients. We report a case of a prostatic abscess due to Candida tropicalis with no systemic manifestations. In first time, a conservative treatment with antifungal treatment and transrectal ultrasound-guided drainage was performed without success. Transurethral resection was required for drainage with a favourable course.
Introduction
Prostatic abscess due to fungi is a rare condition. It is generally secondary to systemic disease in immunosuppressed patients. We discuss the diagnostic and the management of this disease.
Case report
A 77-y-old man was hospitalised in the emergency ward for acute urinary retention. Antecedents essentially consist of type II diabetes with oral hypoglycemic drugs.
Initial Karnofsky score was 100. The patient was subfeverish. A digital rectal examination revealed a soft bulky prostate. The laboratory test revealed an inflammation state (CRP ¼ 165, leucocytes: 17 000/ml with high percentage of neutrophils). Renal function test and PSA level were within normal range.
A percutaneous suprapubic vesical catheter was placed and 1 l of clear urine was discharged. Urine culture was made with direct examination. A treatment with alpha-blocking agent and antibiotherapy (fluoroquinolone) was started.
Prostate sonography showed an enlarged prostate (120 cc) with heterogeneous echostructure and hypoechoic areas. Pelvic scanner identified an intraprostatic abscess of 90 cc. Candida tropicalis was identified in urine culture (funguria 410 5 CFU/ml). An antifungal treatment (Fluconazole) was started intravenously for 3 days and continued by oral drugs for 6 weeks. We have completed the treatment of this prostatic abscess by a transrectal aspiration. About 80 ml of purulent fluid were removed. Analysis of this purulent fluid identified the same C. tropicalis previously identified in the urine culture. We have performed a control pelvic scanner 7 days after the transrectal aspiration, which revealed a persistent collection. Owing to persistent abscess, a transurethral resection of the prostate was performed. The abscess wall was widely opened. No preoperative and postoperative complication was observed. Histological analysis identified a benign prostatic hyperplasia (15 g).
At 3 weeks after transurethral resection, a new control pelvic scanner was performed that showed a small prostate without collection. Suprapubic vesical catheter was removed and patient urinated spontaneously without residue. A urine culture was performed 10 days after antifungal treatment interruption and the culture was sterile.
Discussion
Prostatic abscess is a rare complication of urinary tract infection, whose symptoms and signs are not often specific. Prostatic abscess can now be easily diagnosed by transrectal ultrasonography (TRUS) or tomodensitometry. [1] [2] [3] The organisms most frequently involved are Escherichia coli and Staphylococcus.
3 Risk factors to prostatic abscess are clearly defined as immunodeficient states (old age, AIDS, diabetes, immunosuppressive treatments, transplantation, chronical renal insufficiency) chronic urinary retention, vesical catheter permanently.
3-5
The increasing incidence of fungal urinary tract infection in recent years is associated with extensive and prolonged use of broad-spectrum antimicrobial agents, corticosteroids, immunosuppressive and cytotoxic drugs. Candida albicans is the yeast most frequently identified. 4, 6 In the literature, only one case of prostatic abscess due to C. tropicalis was reported. 7 Unlike C. albicans, which can be occasionally found as a commensal, C. tropicalis is almost always associated with the development of fungal infections. 6 Fluconazole is one of the most effective antifungal agent in the treatment of urinary infections by Candida species. 8 However, C. tropicalis has been reported to be often resistant to Fluconazole with rate near to 15 per cent in some countries 9 Abscesses of the prostate less than 1 cm are usually treated by antibiotics or antifungics for a minimum of 4-6 weeks with success. 5 Complementary surgical drainage is generally required for larger abscess or in case of an unfavourable course.
The main points of discussion in the literature is the type of drainage.
Nowadays, rectotomy is completely forsaken. 1 Surgical perineal incision is very morbid and is not used except if there is an abscess rupture in ischio-rectal fossa. 10 At present time, percutaneous drainage (perineal or transrectal) guided by TRUS is the first therapeutic choice. This drainage is performed without general anaesthesia. This therapeutic approach is simple and effective with no morbidity.
Several authors reported a therapeutic success with transrectal ultrasound-guided needle aspiration. 5, [11] [12] [13] Other authors prefer to use perineal drainage because of theoretical risk of recto-urethral fistulae and the possibility to leave a catheter for several days to permit irrigation and complete drainage. 14, 15 Transurethral resection, is more aggressive and increases the risk of bacteraemia or candidemia. However, this technique is still indicated for persistent prostatic abscess after minimal-invasive treatment. 5, 11 Follow-up with urine cultures and ultrasonography or tomodensitometry is necessary to confirm the recovery and diagnose an early relapse. Prostatic abscesses will be probably more frequent in the future. Conservative treatment (antibiotherapy or antifungal agent with percutaneous drainage) represent the first choice in the management of these prostatic abscesses.
